Division of Health Care Facilities
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NAME OF PROVIDER OR SUPPLIER

MCKENDREE VILLAGE INC

HERMITAGE, TN 37878

STREET ADORESS, CITY, STATE, ZIP CODE
4347 LEBANON ROAD
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An annual icensure survey was completed on
February 3 - 5, 2014, at McKendree Village. No
deficiencies were cited under Chapter 1200-8-8,
Standards for Nursing Homas.
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